
DSHS 10-362 (10/2004) 

ATTACHMENT D 

 

 
 

BOARDING HOME RESIDENT CHARACTERISTIC ROSTER 

   

TOTAL CENSUS: 
      

BOARDING HOME NAME: 
      

LICENSE NUMBER: 
      

INSPECTION DATE: 
      

LICENSOR NAME: 
      

Inspection Type:       Initial         Full         Follow up         Monitoring         Complaint:  #      
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